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Abstract Community violence is recognized as a major
public health problem (WHO, World Report on Violence
and Health, 2002) that Americans increasingly understand
has adverse implications beyond inner-cities. However,
the majority of research on chronic community violence
exposure focuses on ethnic minority, impoverished, and/or
crime-ridden communities while treatment and prevention
focuses on the perpetrators of the violence, not on the
youth who are its direct or indirect victims. School-based
treatment and preventive interventions are needed for
children at elevated risk for exposure to community vio-
lence. In preparation, a longitudinal, community epidemi-
ological study, The Multiple Opportunities to Reach
Excellence (MORE) Project, is being ﬁelded to address
some of the methodological weaknesses presented in pre-
vious studies. This study was designed to better understand
the impact of children’s chronic exposure to community
violence on their emotional, behavioral, substance use, and
academic functioning with an overarching goal to identify
malleable risk and protective factors which can be targeted
in preventive and intervention programs. This paper
describes the MORE Project, its conceptual underpinnings,
goals, and methodology, as well as implications for treat-
ment and preventive interventions and future research.
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Prospective longitudinal studies involving large epidemio-
logical samples of children exposed to varying levels of
community violence are needed to further understand the
complex risk and protective factors associated with living in
violent neighborhoods. Few exist. This paper describes one
such study currently underway, its conceptual underpin-
nings, goals, and methodology, as well as implications for
treatment and preventive interventions and future research.
The purpose isto explicate the foundation forsuch a body of
work, its challenges, and motivate future research and clin-
ical intervention on the effects of chronic community vio-
lence on youth. The ﬁelding title of this longitudinal,
community epidemiological study is the Multiple Opportu-
nitiestoReachExcellence(MORE)Project.Itisoneattempt
toaddressmethodologicalweaknessesofcross-sectionaland
other less rigorous study designs to better understand the
impact of children’s exposure to community violence on
their emotional, behavioral, substance use, and academic
functioning. An overarching goal of the study is to identify
malleable risk and protective factors that can be targeted
through later preventive and intervention programs.
Community violence is recognized as a major public
health problem (World Health Organization 2002) that
Americans increasingly understand has adverse implica-
tions beyond inner-cities. However, the majority of research
on chronic community violence focuses on those most
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crime-ridden communities. Much of the extant research,
treatment, and preventive interventions focus on the per-
petrators of the violence, not on the youth who are its direct
or indirect victims. The public health impact of living in
violent communities is signiﬁcant, particularly for children.
Among the emotional, behavioral and academic achieve-
ment correlates are anxiety, depression, disruptive and
aggressive behavior, substance use, school disengagement,
and academic failure (Cooley-Quille et al. 2001; Gorman-
Smith and Tolan 1998; Hutcheson 1998; Jenkins and Bell
1994; Lorion et al. 1999; Osofsky et al. 1993; Pynoos et al.
1987; Schwab-Stone et al. 1999; Singer et al. 1995) which
may have profound effects on children’s development from
early childhood into adolescence and beyond.
School-based treatment and preventive interventions are
needed for children at elevated risk for exposure to com-
munity violence among those whose exposure impairs their
ability to function developmentally appropriately and
achieve academic success. Although there have been sig-
niﬁcant advancements in community violence research in
the past decade, many methodological shortcomings per-
vade (e.g., psychometrically unsupported instruments,
convenience samples, retrospective reports). Thus, the
generalizability of the results and applicability of the
conclusions are minimized (Schubiner et al. 1993; Shakoor
and Chalmers 1991; Schwab-Stone et al. 1999). Research
in this area has been largely cross-sectional, with few
studies examining the longitudinal and developmental
effects of exposure to violence over time (DuRant et al.
1994). This limits the ability to determine causality and
identify variables that may mediate the association between
community violence exposure and adjustment (Cooley-
Quille et al. 1995). Furthermore, much of the extant
research has focused on small or highly selected samples
(e.g., juvenile delinquents, high-risk males), used non-
standardized or noncomparable measures of community
violence, and lacked a solid theoretical foundation.
Gorman-Smith and Tolan (1998) recommended that the
impact of violence exposure is investigated among youth
residing in different neighborhoods and communities. The
MORE Project was designed to determine the prevalence
of total community violence exposure among children at
varying levels of risk for exposure. It compares several
neighborhood strata within the same city that represent
different levels (low, moderate, and high) of violent crime
and associated risk for exposure to chronic community
violence. It includes different modes of exposure to com-
munity violence (i.e., media, reported, witnessed, victim,
and war/terrorism), as well as violence perpetration, and
interparental conﬂict. Signiﬁcant features of this study are
its prospective longitudinal (three annual waves) design;
child, parent/guardian, and teacher interviews; and focus
on youth at-risk for varying levels of exposure to com-
munity violence. Measurement methods permit the inves-
tigation of a proposed conceptual model of the emotional,
behavioral, substance use, and academic effects of com-
munity violence exposure on youth. Additionally, the
selected setting for this project is signiﬁcant because of the
wide range in rates of neighborhood crimes which are
known to be associated with children’s exposure to com-
munity violence (Selner-O’Hagan et al. 1998).
Violence in Baltimore City
Baltimore, Maryland is an optimal city in which to study
the epidemic of community violence and its impact on
children and families. At the community level, some Bal-
timore neighborhoods have maintained extremely low
crime rates whereas others have chronically high rates
making it an ideal setting for a community epidemiological
study of exposure to community violence. In 2006, there
were 276 homicides and 10,816 violent crimes in this city
of over 600,000 residents (Federal Bureau of Investigation
2006a). This reﬂects a signiﬁcant decrease from the record-
high of over 350 homicides 15 years ago (Dao 2005),
consistent with a national trend in reduced rates (Federal
Bureau of Investigation (FBI) 2002). However, the homi-
cide rate in Baltimore remains nearly seven times the
national rate, six times the rate of New York City, and three
times the rate of Los Angeles (FBI 2006b). Although crime
in Baltimore is considered severe, police ofﬁcials have
highlighted that most violent crimes, particularly homi-
cides, are committed by people who know their victims and
who are often associated with drug-trafﬁcking (FBI
2006b). For example, Baltimore has more heroin addicts
and heroin-related crime than any other city in America
(Drug Enforcement Administration 2008). This, however,
is little consolation to children who reside within and visit
the neighborhoods in which the violence occurs.
Community Violence
Over 80% of children living in urban areas have witnessed
community violence; as many of 70% of them report being
victims of this violence (Fitzpatrick and Boldizar 1993;
Gladstein et al. 1992; Kliewer et al. 1998). Culture plays a
role in the level of community violence to which youth are
exposed (Cooley et al. 1995). Although a national phe-
nomenon, violence is particularly acute in urban neigh-
borhoods (e.g., Gladstein et al. 1992; Richters and Martinez
1993). Community violence is deﬁned as deliberate acts
intended to cause physical harm against a person or persons
in the community (Cooley-Quille et al. 1995). Although the
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123direct victims are obvious, its indirect victims are far more
numerous. They are affected because they are: bystanders,
witnesses or familiar with victims, or are cognizant of or
anxious about the potential for violence (Horn and Trickett
1998; Lorion 1998). Chronic community violence is wide-
spread among settings or social groups; its consequences
impact signiﬁcant portions of the community over a sub-
stantial period of time (Lorion 1998). Youth living in inner-
cities are exposed to more violence than those living in
middle- to upper-SES neighborhoods (Gladstein et al.
1992). Youth living in areas with the highest crime rates
report the most violence exposure; they are also in the city’s
poorest neighborhoods (Selner-O’Hagan et al. 1998).
Althoughhighercrime rates increasethelikelihoodofdirect
exposure to community violence, exposure occurs through
various modalities (media, witness, hearsay, victimization,
war/terrorism) and extends beyond urban centers.
Community violence affects all racial and ethnic groups
(Cooley-Quille et al. 1995); however, ethnic minority—
especially African American—children are disproportion-
ately affected (Bureau of Justice Statistics 1991; Christofel
1990; Jenkins and Bell 1994; Selner-O’Hagan et al. 1998).
This increased exposure may be a function of socio-eco-
nomic status and community variation given that ethnic
minorities are over represented in urban areas (Attar and
Guerra 1994; Cooley-Quille et al. 1995; Rosenberg et al.
1992). Nationally, African American residents in inner-
cities experience a higher rate of violent crime than urban
Caucasians. African Americans are also victims of violence
at rates higher than Caucasians (i.e., 99 per 1,000 vs. 61 per
1,000, respectively; Smith et al. 1999). Among a nationally
representative sample of adolescents, 57% of the African
American children had witnessed violence compared to
50% of the Latinos and 34% of the Caucasians (Crouch
et al. 2000). African American youth’s exposure to vio-
lence (witness, victim) did not decrease with higher family
incomes, as it did for Caucasians (Crouch et al. 2000).
Given their disproportionate exposure, African Americans
should be directly studied when investigating community
violence. Important to examine is whether higher socio-
economic status protects African Americans against
exposure; currently, the literature is mixed.
There are several types of community violence. The
form that has been researched the longest is media vio-
lence. The form of exposure to community violence that
has received the most recent attention in the United States
is war/terrorism or ‘‘world’’ violence. The media coverage
of the ofﬁcial Iraq war provided American families—
including children—the experience of war in real time.
They were likely the ﬁrst generation of American children
to experience war so intimately. Researchers have sug-
gested that there is a dosage effect regarding children’s
exposure to violence in the media; the more exposure
through television, the more post-traumatic stress symp-
toms they experience (Pfefferbaum et al. 2001). Moreover,
television violence may serve to sustain those anxiety
symptoms (Pfefferbaum et al. 2001). Children may be
affected by war or terrorism not only through the media,
but also by disruptions or changes in their regular routines
at school and in other activities (Stuber et al. 2002).
Additionally, knowing or seeing an adult who has been
upset or affected about an attack may affect children
(Stuber et al. 2002), such as relatives in active military duty
or recently discharged. The question remains: What is the
impact of war/terrorism on the emotional, behavioral, and
academic functioning of American children? Shaw (2003)
conducted a review of potential outcomes on children not
just in the United States, but also the world. This question
is difﬁcult to answer for American youth, as there are likely
cohort effects. For example, following the terrorist attacks
in 2001 against the World Trade Center in New York City
and the Pentagon in Washington, DC, American children
of varying ages were widely exposed to ‘‘world’’ violence,
followed by the anthrax attacks through the US postal
system, and later initiation of Operation Iraqi Freedom in
2003. These events exposed American youth to world
violence not only through the media (e.g., news reports),
but also through hearsay from military personnel (e.g.,
friends, relatives). Over the past half decade or more,
American youth’s exposure to ‘‘real’’ (versus ﬁctitious
ﬁlm, television, and videogame) world violence has
become less salient, despite ongoing military operations in
the Middle East and worldwide.
A review of ten studies (over 5,000 inner city children)
indicated that a minimum of 40% (range = 25–70%) of the
children reported witnessing a shooting (Jenkins 2001).
Often, the victims of these severe forms of community
violence are friends or family members. Caregivers in our
research projects have even stated that they do not watch
local television news, nor do they allow their children to do
so for fear of hearing reports of harm befalling a family
member or acquaintance. Studies in Chicago schools
indicate that over 70% of the shooting incidents youth
witnessed involved a friend or family member as the vic-
tim; about 10% were a sibling or a parent (Jenkins and Bell
1994; Uehara et al. 1996). Not only is the severity of urban
children’s exposure to community violence signiﬁcant, so
is the chronicity. Multiple studies have found that African
American youth are frequently exposed to chronic and
severe community violence (e.g., Hinton-Nelson et al.
1996; Jenkins and Bell 1994), as opposed to that which is
episodic or single, nonrecurring events. Furthermore, not
only are these youth often chronically exposed to com-
munity violence, but other forms of violence as well (e.g.,
intrafamilial violence; Crouch et al. 2000; Hampton et al.
1989).
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123The long-term, cumulative effects of chronic exposure
to community—and other forms of—violence should be
conducted in middle childhood and into adolescence to
determine the impact on youth’s development in numerous
domains. Involving multiple informants and methods to
assess youth’s exposure to community violence improves
upon the ﬁeld’s reliance on single sources of data, most
typically the child’s self-report. Parent–child agreement on
reports of community violence exposure has been poor
(Richters and Martinez 1993). Youth’s self-reports of
violence exposure are consistently higher than reports from
other informants (Ladd and Kochenderfer-Ladd 2002;
Schwartz and Gorman 2003; Selner-O’Hagan et al. 1998),
including community violence exposure as reported by
children compared to their parents (e.g., Cooley-Strickland
et al. 2009). However, it is unclear which is the most valid
report given the ﬁeld’s assumption that youth are best
informed about their own experiences with violence
(Richters and Martinez 1993; Schwarz 1999) and that it
may be the perception of the frequency and severity of
violence that most substantially inﬂuences the subsequent
impact of that exposure.
Exposure to Community Violence and Emotional,
Social, and Behavioral Functioning
Stress theory has been primarily used as the theoretical
foundation to investigate the emotional and behavioral
effects of children’s exposure to community violence
(Horn and Trickett 1998). Typically, community violence
is the identiﬁed stressor and is used to predict maladaptive
outcomes. Chronic exposure to community violence is
believed to have a negative impact on various aspects of
youth’s development and adaptive functioning (Attar and
Guerra 1994; Fitzpatrick and Boldizar 1993; Jenkins and
Bell 1994; Martinez and Richters 1993). Youth growing up
in urban environments with high levels of poverty, over-
crowding, and violence show a wide range of maladaptive
outcomes, including internalizing symptoms such as anxi-
ety, post-traumatic stress symptoms, depression, academic
failure, and school disengagement (Gibbs 1984; Lorion
et al. 1999; Myers et al. 1992; Osofsky et al. 1993; Singer
et al. 1995). Youth with higher levels of exposure to
community violence (via incidence and/or severity) report
signiﬁcantly more distress than those with lower exposure
(Fitzpatrick and Boldizar 1993; Freeman et al. 1993; Jen-
kins 1993; Martinez and Richters 1993).
Collectively, the evidence suggests that children’s
exposure to community violence increases the likelihood of
developing internalizing symptoms (e.g., Fitzpatrick 1993;
Fitzpatrick and Boldizar 1993; Hutcheson 1998; Martinez
and Richters 1993), although there have been studies that
have not found a signiﬁcant positive relationship (e.g., Hill
and Madhere 1995; Kubiak 1998; White et al. 1998).
Reviews of the literature generally conclude that when the
data are from the same source, there is a positive linear
relationship between anxiety/internalizing symptoms and
children’s exposure to violence (Horn and Trickett 1998)
such that the greater the exposure, the more problematic
the outcome (e.g., Pynoos et al. 1987; Hutcheson 1998).
Poor urban youth are at-risk for a range of co-occurring
emotional and behavioral symptoms and poor psychosocial
functioning; disruptive behavior problems (Gorman-Smith
and Tolan 1998) and aggression are central features (Tolan
and Henry 1996). The community violence exposure of
African American and Hispanic male children has been
linked with increased aggressive behavior (Gorman-Smith
and Tolan 1998). Witnessing and being the victim of vio-
lence in the community serves as a risk factor for future
aggression (Attar and Guerra 1994; Bandura et al. 1961;
Cooley-Quille et al. 2001; DuRant et al. 1994; Kubiak
1998). Complicating the directionality of the relationship is
research that has shown that exposure to community vio-
lence may exacerbate externalizing behavior characteristics
(Gorman-Smith and Tolan 1998).
Schwab-Stone and colleagues (1999) examined violence
exposure in a community-based longitudinal study and
found that violence exposure was associated with exter-
nalizing behavior and internalizing symptoms across gender
and ethnic groups. Co-occurrence of psychiatric syndromes
may represent shared underlying pathogenesis (Tolan and
Henry 1996). Horn and Trickett (1998) concluded that it
may not be a contradiction that children’s exposure to
violence is related to externalizing (aggression) and inter-
nalizing (anxiety and affective) behavior problems; both
can be true. Although there are conﬂicting results (e.g.,
Loeber and Keenan 1994), the literature suggests that youth
with co-morbid anxiety and aggression may be at greater
risk for impairment than youth who have either anxious
symptoms or aggressive behaviors (e.g., Boivin and Vitaro
1995; Ialongo et al. 1996; Kashani et al. 1991; Ladd and
Burgess 1999). Childhood anxiety may be an important risk
factor for aggression given that anxious children perceive
ambiguous situations in more threatening and hostile ways
than nonanxious children (Kashani et al. 1991). This ﬁnding
is also consistent with social information processing theory
(Crick and Dodge 1994; Dodge 1985, 1986), which posits
that a series of biases in the processing of social information
in ambiguous situations can trigger aggressive behavior.
Researchers are increasingly interested in social-cogni-
tive factors which may mediate the association between
exposure to community violence during childhood and
aggressive behavior (Bradshaw and Garbarino 2004; Gu-
erra et al. 2003). Several studies have shown that aggres-
sive children tend to be hypersensitive to cues of threat,
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123selectively attend to aggressive cues, and overlook other
situational factors that may have inﬂuenced the person’s
behavior (for reviews see Crick and Dodge 1994; Dodge
and Pettit 2003). Aggressive children are believed to have a
hostile attribution bias, which inﬂuences their interpreta-
tion of the situation, such that they infer greater hostility in
other people’s ambiguous behavior. They may have a large
repertoire of aggressive responses that can be enacted, and
believe aggressive responses are more effective at obtain-
ing the desired goal than prosocial ones. Consistent with
social learning theory (Bandura 1973), witnessing violence
may model aggression as an effective, normative, and
justiﬁed way of resolving conﬂict or obtaining desired
goals. Aggressive youth tend to perceive their own
aggressive behavior as the proper defense against others’
hostile intent (Dodge and Somberg 1987).
Other researchers have suggested that problems regu-
lating emotions also play a role in increasing the risk for
maladaptive coping and aggressive behavior among chil-
dren who witness violence (Mushe-Eizenman et al. 2004).
Poor emotion regulation may contribute to poor processing
of social cues and impulsive, aggressive behavior in
ambiguous and potentially conﬂictual situations. Therefore,
it is important to examine the relationship between nega-
tively biased social information processing, coping, and
emotion regulation as possible factors mediating the asso-
ciation between community violence exposure and
aggressive behavior. Having an enhanced understanding of
the factors that mediate the association between commu-
nity violence exposure and aggressive and academic out-
comes would inform the development of preventive
interventions that target relevant social-cognitive
mediators.
Children’s Exposure to Community Violence
and Academic and Cognitive Functioning
Not well researched are the cognitive, academic achieve-
ment, and educational effects of violence exposure on chil-
dren (Osofsky 1995). Studies of the impact of community
violence on children’s school functioning are necessary and
meritorious,yetthereisapaucityofempiricalinvestigations
that directly assess academic functioning (Schwartz and
Gorman2003).Includedamongthefewavailablestudiesare
those that assess perceived academic functioning (e.g.,
Bowen and Bowen 1999; Overstreet and Braun 1999;
Schwab-Stone etal.1995;Schwartzand Gorman 2003).Itis
believed that the distractions youth experience from expo-
sure to community and school violence disrupt cognitive
development (Horn and Trickett 1998). The long-term con-
sequences are underexplored, although the dropout rates are
near 50% for historically disadvantaged ethnic minority
groups (Swanson 2004)—particularly those residents from
urbanareaswiththehighestlevelsofpovertyandviolence.It
isincreasinglyunderstoodfromalifecourseperspectivethat
dropping out of school is not an isolated event, but is a pro-
cess that begins in early childhood and is impacted by
cumulative factors (Alexander et al. 2001).
Community violence exposure has been associated with
attentional impairment, declines in cognitive performance
(Saltzman 1996; Singer et al. 1995) and declines in school
achievement (Bell and Jenkins 1991). These academic
difﬁculties have been suggested to result from lowered
concentration levels due to distracting and intrusive
thoughts concerning violent events that may accumulate
over time and with repeated exposure (Bell 1997; Horn and
Trickett 1998; Taylor et al. 1997), thus a meditational
model is warranted (Schwartz and Gorman 2003). In a
cross-sectional study of urban elementary school students,
Schwartz and Gorman (2003) found support for such a
model in that community violence was associated with
poor academic performance as mediated by depressive
symptoms and disruptive behavior. The authors suggest
that community violence exposure may interfere with
children’s developing capacities for self-regulation and
behavioral control (Schwartz and Gorman 2003), which is
consistent with the literature on social information pro-
cessing (Dodge and Pettit 2003). Gender also may intro-
duce an interaction effect given that inner-city girls who
have been traumatized by violence are more likely to be
suspended from school and arrested (Lipsitz et al. 2000).
When youth’s caregivers experience signiﬁcant stress-
ors—as is typical among those who dwell in high crime
neighborhoods—they are less able to assist in their chil-
dren’s cognitive and social development which is impor-
tant in negotiating their children’s academic success.
Research conducted by the ﬁrst author has shown a positive
relationship between neighborhood violence and school
removal (i.e., school suspensions, expulsions; e.g., Boyd
et al. 2003). As the primary developmental task for chil-
dren is academic success, it is important to directly
investigate the impact of community violence on children’s
academic performance.
Community Violence: Age and Developmental
Differences
In communities that frequently experience violent crime,
reports (percentages and incidents) of witnessing vio-
lence increase with the average age of the children
(Horn and Trickett 1998). Thus, the longer they reside
in the neighborhoods, the more likely they will be repeat-
edly exposed to violence; hence the characterization
of r‘‘chronically’’ violent communities (Hill and Madhere
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1231995). Of particular concern are ﬁndings indicating that
children are exposed to severe and chronic community
violence at young ages (Attar and Guerra 1994; Federal
Bureau of Investigation (FBI) 1993; Gladstein et al. 1992).
For example, ﬁrst and second grade children reported
exposure to community violence at levels similar to that of
ﬁfth and sixth graders; the young children had also wit-
nessed high levels of violence before they entered ele-
mentary school (Richters and Martinez 1993). Witnessing
violence as young children (3- to 5-year olds) was a risk
factor for behavior problems (Shahinfar et al. 2000).
Compounding the problem, caregivers consistently under-
estimate the frequency of their children’s exposure to
violence and thereby are believed to be less able to protect
them (Cooley et al. 2004; Richters and Martinez 1993).
Research suggests that young children’s—as well as their
caregivers’—exposure to community violence is a signiﬁ-
cant risk factor for maladaptive development (Osofsky
1995; Scheeringa and Zeanah 1995). For example, Linares
et al. (2001) found support for a meditational model of the
impact of maternal distress (general distress, PTSD
symptoms) on the association between community vio-
lence exposure and their young children’s internalizing and
externalizing behavior problems. Aisenberg and Ell (2005)
found similar results and concluded that community vio-
lence research should move beyond an individual child
focus to a more integrated child, parent, family, community
approach to appropriately contextualize the effects of
exposure and subsequent mental health prevention and
intervention. Clearly, investigation of more comprehensive
mediational models (parental/family distress affecting
children’s behavior) is warranted.
Young adolescents may be more vulnerable to adverse
outcomes associated with violence exposure than older
adolescents (Schwab-Stone et al. 1999), but there may be
heightened vulnerability at even younger ages. Because
adolescents between the ages of 12 and 15 are victims of
crime more frequently than any other childhood age group
(Jenkins 2001), it is important to conduct prospective
studies of the emotional, behavioral, and academic impact
of exposure to violence in youth preceding that critical
period of heightened victimization. To this end, middle
childhood is an important developmental period to begin a
longitudinal study. Middle childhood is also when negative
academic patterns become ﬁxed and stable (Pungello et al.
1996 as cited in Schwartz and Gorman 2003).
Community Violence: Gender Differences
Males generally report more community violence exposure
than females (Selner-O’Hagan et al. 1998). For example,
older boys report witnessing more frequent and severe
violent events than girls (Schubiner et al. 1993; Singer
et al. 1995; Jenkins and Bell 1994). However, there are
exceptions such that no gender differences have been found
in some studies (Attar et al. 1994; Farrell and Bruce 1997;
Uehara et al. 1996). There are also conﬂicting reports of
whether there are gender differences in children’s emo-
tional and behavioral reactions to violence exposure. Two
studies found that both sexes exhibited similar numbers of
post-traumatic stress symptoms following exposure to
violent acts (Pynoos et al. 1987; Schwarz and Kowalski
1991). Studies have shown that girls report more internal-
izing (anxiety, depression, and general emotional distress)
symptoms associated with exposure than boys (Farrell and
Bruce 1997; Fitzpatrick and Boldizar 1993; Jenkins and
Bell 1994). However, there were no sex differences in
emotional outcomes for older children (Martinez and
Richters 1993).
An increasing pattern in community violence research
has yielded reports that girls may be vulnerable to both
internalizing and externalizing behaviors. For example, a
study of sixth grade students showed that witnessing vio-
lence was predictive of girls’ externalizing, but not inter-
nalizing, behavior (Farrell and Bruce 1997). Another study
of urban, primarily African American children found that
among girls, community violence exposure was signiﬁ-
cantly related to different forms of anxiety, but not among
boys (White et al. 1998). Although there are clear age
differences in youth’s exposure to community violence, the
impact of gender is less clear. There are likely interaction
effects.
Community Violence and Youth: Protective Factors
Research on the effects of children’s exposure to commu-
nity violence has primarily focused on risk, not protective,
factors. In general, it is the combination of risk factors that
predicts which children will develop adverse functioning
more so than the presence of any single factor, which
follows the adversity index model (Rutter 1990; Rutter and
Quinton 1977; Sameroff et al. 1998). However, it is known
that some youth exposed to community violence have
extraordinary coping skills (Fitzpatrick and Boldizar 1993).
Despite experiencing similar levels of risk and vulnera-
bility, differential outcomes—including resiliency—sug-
gest that protective factors function to attenuate the effects
of trauma (Rutter 1987; Garmezy 1993). These are factors
that directly affect behavior, but also moderate the rela-
tionship between risk and healthier outcomes (Jessor et al.
1995). Tolan et al. (1997) discuss the unique styles of
coping that children living in inner-cities must develop
in their attempts to ‘‘stay out of harm’s way.’’ How-
ever, Tolan and colleagues stress the importance of
132 Clin Child Fam Psychol Rev (2009) 12:127–156
123distinguishing between ‘‘adaptive’’ and ‘‘effective’’ coping.
In our research, we have found that the former pertains to
coping styles that serve the child’s immediate situational
needs, but may not be prosocial and perhaps are even
antisocial (e.g., physically ﬁghting or stealing to ‘‘solve’’ a
problem). Effective coping involves prosocial means that
effect positive change, particularly over the long-term and
in larger society.
More traditional conceptualizations of protective factors
from the trauma literature that apply to community violence
include pre-morbid emotional health and adjustment prior
to exposure, highly functioning parents, and good family
relations (Pynoos 1993; Pynoos et al. 1999). Family envi-
ronment (e.g., communication, bonding, and warmth) and
family support are protective for youth exposed to family
violence (Boney-McCoy and Finkelhor 1995; Gorman-
Smith and Tolan 1998), but also may be considered general
protective factors, as are intelligence, school involvement,
participation in activities outside the home, religion, and
self-competence (Beardslee and Podorefsky 1988; LaGreca
et al. 1998; Luthar et al. 2000; Resnick et al. 1997; Tiet et al.
1998). The impact of a supportive school environment (e.g.,
competent, qualiﬁed teachers, safe schools, safe class-
rooms) may also serve a protective role among children
exposed to community violence. Interestingly, youth may
experience numerous risk and protective factors simulta-
neously (Jessor et al. 1995). Perhaps the combination may
inform why some youth develop in relatively healthy ways
whereas others evidence signiﬁcant emotional, behavioral,
and/or academic adversity.
Despite recognition of the maladaptive consequences
associated with exposure to community violence, there is
limited research examining combined risk and protective
factors associated with children’s community violence
exposure (Boyd et al. 2003). A longitudinal study that
investigated whether individual level characteristics pro-
tected children from community violence exposure showed
that among aggressive boys, low levels of anxiety protected
them from later exposure (Boyd et al. 2003). More research
is needed to gain a better understanding of the protective
and risk mechanisms related to community violence
exposure. For example, prosocial activities may be pro-
tective in nature because they decrease the opportunities
for interacting with deviant peers, provide social support,
and enhance self-competence. Relatedly, children’s well-
being suffers most greatly among those with lower levels
of social support or higher social strain (deﬁned as those
without social networks that facilitate talking about vio-
lence; Kliewer et al. 1998). Youth need more support than
adults because they are less skilled at expressing their
trauma-related concerns and have fewer informal and for-
mal sources of support and psychological coping (Kliewer
et al. 1998).
An additional protective factor may be internal strength
manifested by religious beliefs and practices. Some atten-
tion has focused on links between participation in religious
and/or spiritual activities and physical and mental health
(Dossey 1993; Koenig 1997). Studies generally show that
religion and spirituality are modestly related to emotional
well-being (Ellison 1991). Various mechanisms have been
proposed to explain this relationship, such as religious/
spiritual involvement providing: meaning or purpose in
life; inner-peace; connection to others and a community
(Walters and Bennett 2000). Exploring the associated risk
and protective factors is critical to advance the ﬁeld from
epidemiology into treatment and prevention.
Community Violence and Youth and Anxiety
Post-traumatic stress disorder (PTSD) is the most widely
recognized anxiety disorder that has physiological con-
comitants, although all anxiety disorders affect physio-
logical, behavioral, and cognitive response systems
(Kendall and Hammen 1995). Considering each of these
domains is important to understand the cause of PTSD
(Jones and Barlow 1990) and other anxiety and internal-
izing symptoms. Post-traumatic stress symptoms may be
used to illustrate the link between community violence and
anxiety because the onset of PTSD is necessarily preceded
by an external stressor. Previous research supports the
relationship between symptoms of PTSD and youth’s
exposure to community violence (Pynoos et al. 1987;
Schwarz and Kowalski 1991). Exposure to the external
trauma causes exaggerated neurotransmitter activity and is
related to aggression, hypersensitivity (Turner et al. 1997),
and physiological and subjective hyperarousal (Keane et al.
1988). Biological factors are involved but cannot solely
explain why some people develop PTSD after being
exposed to traumas and others do not (Turner et al. 1997).
Early studies found that adolescents living in inner-cities
have higher blood pressures than youth living in suburban
or rural areas (Thomas and Groer 1986), independent of
race (Burns et al. 1980). Urban living is described as less
esthetically pleasing, noisier, and more crowded (Thomas
and Groer 1986). Interestingly, one study we conducted
found that older urban adolescents with very high levels of
exposure to community violence had lower resting blood
pressures than lower exposed youth (A-Quille and Lorion
1999).
It is possible that older youth who are chronically and
repeatedly exposed to violent events habituate or become
desensitized (Fitzpatrick and Boldizar 1993). For example,
signs of danger (e.g., police and ambulance sirens, gun
shots) may occur with such frequency that youth eventually
learn not to react with a ‘‘ﬁght or ﬂight’’ response and
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exposed youth escape/avoid the anxiety-producing stimuli,
a pattern that functions to increase or sustain the intensity
of the fear response (Turner et al. 1997). The habituation or
extinction model of fear is supported by a considerable
body of literature noting that prolonged contact with fear-
producing stimuli results in increased physiological reac-
tivity and subjective distress. With repeated exposure, the
physiological reactivity and anxious distress are followed
by decreases in arousal and fear (i.e., the response habit-
uates or is extinguished; Mowrer 1960). The concern is
whether children in environments with high levels of
community violence are learning to become desensitized to
the signs of danger, but are not learning prosocial coping
skills for managing their distress.
Some fears are developmentally inappropriate under
almost all circumstances (Leonard et al. 1990), whereas
others are adaptive or protective (Marks 1987). Anxiety
clinicians and researchers have to differentiate between
pathological anxiety and normal developmental fear
(March and Parker 1999). The fears and anxiety associated
with living in inner-city communities characterized by
poverty, violence, and limited resources pose a challenge
for determining whether the fears are reasonable or adap-
tive. Anecdotal reports by children living in inner-cities
yield pervasive fears of being harmed (e.g., kidnapped,
shot); their fears are even greater regarding harm befalling
their family members (Cooley et al. 2004). Some meet
threshold criteria for separation anxiety disorder (SAD),
although they are older than the typical SAD child. Con-
stant worry about one’s own or loved ones’ safety or health
likely interferes with inner-city children’s ability to func-
tion in developmentally appropriate, academically suc-
cessful, and healthy ways (Cooley et al. 2004).
African American children rarely receive treatment for
anxiety problems (Neal and Brown 1994). Epidemiological
data on racial differences in childhood anxiety suggests that
African American children have higher rates than Cauca-
sian youth (Kashani and Orvaschel 1988; Neal and Turner
1991). Compared to Caucasian children, African American
children report more fears; those fears appear to be more
reality-based (Nalven 1970) and relatively more stable. The
racial differences in children’s fears persist even after
controlling for socio-economic status and age (Last and
Perrin 1993). Older children’s fears are more socio-evalu-
atively based (Morris and Kratochwill 1983) and center
around harm befalling self or a family member (Neal and
Brown 1994). Inter-racial regional differences have also
been found such that northern urban African American
children report more fears than southern rural children
(Neal and Baskett 1993). As such, African American chil-
dren from low-socio-economic status backgrounds who live
in violent, urban communities may be at even greater risk.
Community Violence and Youth: Depressive Symptoms
Depression is a signiﬁcant problem across racial, ethnic,
and socioeconomic groups, but it is most prevalent among
those with low socioeconomic status (Beardslee 2003).
Ethnic minorities are over-represented in lower socio-eco-
nomic status groups (Bruce et al. 1991). Poor urban children
are among those most vulnerable to the development of
internalizing and externalizing behavior problems (McKay
et al. 1998; Tolan and Henry 1996). Elementary school
students may experience adult like depressive symptoms
and disorders (Weisz et al. 1987). Investigators have found
moderately strong associations between children’s exposure
to community violence exposure and depressive symptoms,
including intrusive thoughts, low energy, and diminished
motivation (Osofsky 1995; Schwartz and Gorman 2003).
Depression is a disorder that should be understood from
several different perspectives: It is a biological disorder,
but one that profoundly affects family functioning and
relationships; etiological factors are both genetic and
environmental (Beardslee 2003). Children of parents with
mood disorders are two to four times more likely to
develop mood disorders compared to children in families
without parental illness; depression rates as high as 50%
have been found among adolescents and young adults who
have severely ill parents (Beardslee 1998). Other signiﬁ-
cant potential factors in the development and maintenance
of depression include: adverse life events; racism and
prejudice, however covertly experienced by ethnic/racial
minorities; and poverty (e.g., Beardslee 2003; Brown et al.
1995; Koss-Chiono and Vargas 1992; Turner and Lloyd
1999). Ethnic minority children living in poor urban
environments are at risk for experiencing chronic levels of
neighborhood violence (Barreto and McManus 1997) and
their parents/caregivers may limit their activities outside of
the home in an attempt to protect them harm (McAlister-
Groves et al. 1993). However, social withdrawal is asso-
ciated with depression and other internalizing symptoms so
these restrictions may thwart children’s emotional devel-
opment (Beardslee 2003) and physical health and increase
their vulnerability to depression and other affective
problems.
Depressive symptoms may also occur because of envi-
ronmental adversity, like being a victim of violence,
bereavement, or having multiple ﬁrst-degree relatives with
the disorder (Beardslee 2003). Other risk factors are low
self-esteem, hopelessness, helplessness, being female, and
poverty (Institute of Medicine 1994). Youth’s exposure to
community violence has been linked to symptoms of dis-
tress (e.g., Kliewer et al. 1998; Martinez and Richters
1993) but the form of distress may be related to the type of
violence youth experience (Cooley-Quille et al. 1995;
McAlister-Groves et al. 1993). For example, children’s
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violence may be related to internal distress (e.g., anxious,
depressive, somatic, and withdrawal symptoms), whereas
exposure to chronic community violence may be related to
externalizing behaviors (e.g., aggression, conduct prob-
lems; Cooley-Quille et al. 1995). This differential outcome
may be a function of vicarious learning such that witnessing
high levels of community violence models aggressive and
externalizing behaviors (Cooley-Quille et al. 1995). How-
ever, alternative explanations include the behavioral prin-
ciples of reinforcement and punishment. Speciﬁcally,
internalizing symptoms (e.g., depression, anxiety, with-
drawal, somatic complaints) may not be accepted (i.e., are
punished) among those dwelling in highly violent com-
munities because they are perceived as weaknesses, thus
making youth vulnerable and easy targets for future vic-
timization (Earls 1991; Barreto and McManus 1997).
Community Violence and Youth: Substance Use
Prevalence rates for drug use initiation by race/ethnicity
indicate that while African Americans are less likely than
Caucasians to initiate smoking tobacco and drinking by
13 years of age, they are at greater risk for initiating
cocaine and marijuana use at earlier ages (Everett et al.
1998). Prevalence data for early-onset substance abuse is
rare. Nonetheless, there are limited descriptive statistics for
substance use and progression. For example, Wills et al.
(2001) studied elementary school children in a mixed
urban-suburban community (mean age 11.8 years; 27%
African American). About one-quarter (24%) of the chil-
dren had tried one or two cigarettes and 1% indicated
smoking on at least a monthly basis. For alcohol use,
almost one-third (30%) of the elementary school students
reported drinking alcohol one or two times, and 2% drank
on at least a monthly basis. Regarding marijuana, 2% had
tried it once or twice, and less than 1% reported using it
regularly (Wills et al. 2001). Another study examined the
prevalence of alcohol and drug use among children in three
cities: Denver, Pittsburgh, and Rochester (Huizinga et al.
1993). The authors found a high frequency of drug initia-
tion prior to the teenage years. Denver’s rates represented
the highest-risk areas; for 7-year-old children: 15.3% of the
boys and 9.7% of the girls reported having drank alcohol at
least once, while 1.2% of the boys and 0.7% of 7-year-old
girls reported having smoked marijuana one or more times
(Huizinga et al. 1993).
In a preliminary study conducted by the ﬁrst author in
which inner-city children’s coping styles were assessed,
ﬁfth grade African American students reported using sub-
stances when they were ‘‘faced with difﬁculties or felt
tense.’’ Almost one-quarter (22.9%) of the 11- and 12-year
olds reported having smoked tobacco and 17.1% reported
drinking alcohol at least sometimes to help them ‘‘cope.’’
Research investigating the outcomes associated with com-
munity violence exposure should target substance use.
Children may not consider themselves ‘‘substance users’’
outofcontext(e.g.,notassociatedwithpeersordistress).An
advantage of studying middle childhood over time permits
theidentiﬁcationofmediatingandmoderatingvariablesthat
inﬂuence initiation and maintenance of drug use.
Trauma has been related to adolescent substance abuse
(Kilpatrick et al. 2000). Several studies have shown that
post-traumatic stress is a risk factor for the development
and chronicity of depression and substance use (Bolton
et al. 2000; Giaconia and Reinherz 1995; Kilpatrick et al.
2000). Behavior problems (e.g., aggression, unsafe
behaviors) are associated with drug use initiation (Epstein
et al. 2000). A comprehensive summary of possible causes
of the association between substance use and violence was
presented by Mulvey and colleagues (Mulvey et al. 2006):
(1) Substance use causes violence either directly (e.g., via
disinhibition) or indirectly (e.g., mediated by association
with aggressive peers; poor coping skills; life stressors); (2)
Experience with violence increases the likelihood of using
substances (e.g., substance use as a coping response); or (3)
The relationship is spurious (i.e., a tertiary factor enhances
the exhibition of substance use and/or aggression) (Parker
and Auerhahn 1998; White 1990, 1997).
Developmental patterns of drug use may vary with age,
gender, ethnicity, social class, and ecological, cultural, and
historical conditions (Kandel et al. 1978). Certain risk
factors for drug initiation exert differential effects
according to gender and ethnicity (Brunswick and Messeri
1984; Ellickson and Morton 1999). Regarding urban
African American youth, variables from multiple domains
(e.g., personal background, school achievement, family-
peer orientations, psychogenic orientations, health atti-
tudes, and behaviors) have been shown to inﬂuence
smoking initiation (Brunswick and Messeri 1984). How-
ever, the only predictors of African American youth’s
‘‘hard’’ drug use were social inﬂuences promoting drug use
and intentions to use them (Ellickson and Morton 1999).
The directionality of the association between substance
use and poor school performance is uncertain (Bryant et al.
2000). Investigators found that among 8th to 12th grade
students, adverse school experiences (i.e., school misbe-
havior, poor academic achievement) precipitated tobacco
use (Bryant et al. 2000). Another study found similar
results among African Americans; those who dropped out
of school were more likely to inject drugs as adults (Obot
and Anthony 2000). However, another study did not ﬁnd
that poor grades predicted substance (i.e., inhalant) use for
African American high school students, but they did for
Asians (Mackesy-Amiti and Fendrich 2000). Importantly,
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problem behaviors (e.g., academic failure, deviance, alco-
hol, and marijuana use) are assessed as they change over
time, particularly identifying the risk and protective factors
that inﬂuence the undesired behaviors (Duncan et al. 2000).
The MORE Project Study Questions
There are ﬁve main questions that are being investigated in
the MORE Project. They are: (1) What is the prevalence of
urban children’s exposure to community violence? (2)
What are the risk factors associated with children’s expo-
sure to community violence? (3) What are the protective
factors associated with preventing children’s exposure to
community violence? (4) What are the adverse outcomes
associated with children’s exposure to community vio-
lence? (5) What factors protect against the adverse out-
comes of children’s community violence exposure? Each
main question will be furthered examined by: Stratum of
neighborhood violence (low versus moderate versus high
strata or by low and moderate versus high); gender; age;
and, when appropriate, informant (child, parent, and
teacher).
The conceptual model that provides the foundation for
the MORE Project is illustrated schematically in Fig. 1.
Figure 2 identiﬁes the major constructs assessed in the
project that correspond to the main questions under
investigation.
Method
Sample and Procedures
Sampling Design
Neighborhood crime is hypothesized to place youth at risk
for exposure to community violence, as has been found in
previous studies (e.g., Selner-O’Hagan et al. 1998). There
are a total of 55 neighborhoods that link to Baltimore City
Public Schools using data provided by the Baltimore City
Data Collaborative (BCDC 2003)( http://www.baltimore
kidsdata.org). The Data Collaborative compiles agency
databases and other informational rosters from sources such
as the Baltimore City Health Department, Baltimore City
Public Schools, Baltimore Police Department, Maryland
Department of Health and Mental Hygiene, and Baltimore
City Child Care Resource Center. Community boundaries
were drawn considering the city’s neighborhood and com-
munityorganizationsandexistingcensustractboundariesto
create statistical proﬁles. All 55 communities were rank
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123ordered from 1 to 55 based on their Baltimore City neigh-
borhoods’ homicide rates in 2002 (the most recent year for
whichdatawereavailablewhentheprojectwasfunded).Ten
of those communities had zero homicides; the remaining 45
communities had between 1 and 164.3 homicides per
100,000 residents.The10 neighborhoods with no homicides
inthatyearwereplacedinthe‘‘low’’neighborhoodviolence
stratum (i.e., 0 homicides per 100,000 residents). The
‘‘moderate’’ violence stratum consisted of the four commu-
nitiesinthemiddleofthedistributionofhomicide rates(i.e.,
25.0–31.4 homicides per 100,000 residents), and the four
communities with the highest homicide rates (i.e., 97.2–
164.3 homicides per 100,000 residents) were placed into the
‘‘high’’ violence stratum. Within each stratum, the
neighborhood with the two largest schools enrolling third
through ﬁfth graders became our target schools.
Once approval to conduct the MORE Project was
obtained from the Johns Hopkins Bloomberg School of
Public Health’s Institutional Research Board and the Bal-
timore City Public School System, funding from the
National Institute on Drug Abuse (NIDA) was awarded and
a Certiﬁcate of Conﬁdentiality from the Department of
Health and Human Services was received. The principals at
eight schools were contacted by the Project Investigator
and/or Project Director to obtain their permission to partner
together to conduct the MORE Project. Two principals
declined, one in the high stratum reportedly because of his
skepticism of research studies and feeling overburdened by
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123current responsibilities, and the other from the moderate
stratum who stated that it was her ﬁrst year as principal and
she did not have enough social capital among her school
parents to ask them to participate in a research study. The
elementary schools with the next largest student body in
those neighborhood strata were contacted and their prin-
cipals consented. A $1,000 honorarium was presented to
each participating school to thank them for partnering with
the MORE Project and to defray associated expenses.
The two elementary schools in the MORE Project
located in the high violence stratum are situated in one zip
code, the two medium violence schools are located in
another zip code, and the two low violence schools are in
two other zip codes that have similar demographic char-
acteristics within each stratum. Across strata, there are
some differences. For example, ANOVAs indicate that the
percentages of African American residents differ across the
community strata (p\.001), with fewer in the low and
most in the high, which will need to be adjusted for in
subsequent analyses. The population density for the low
violence community is less than the other strata, but we
will be unable to ‘‘control for density’’ since it is fully
collinear with strata and it is one of the distinguishing
characteristics of urban versus inner-city life. Table 1
characterizes differences between the three strata as cate-
gorized by their zip codes.
Participants
The MORE Project participants are comprised of 746
students, their parents/caregivers, and teachers. Recruit-
ment spanned one and one-half academic years among
8- to 12-year-old students who attended six urban public
elementary schools located in three Baltimore, Maryland
Table 1 Demographic characteristics of low, moderate, and high violence strata MORE Project neighborhoods in Baltimore City based on zip
code
Low violence stratum Moderate violence stratum High violence stratum
Zip code population (2000) 21,285 55,059 41,636
Males 10,061 (47.3%) 26,322 (47.8%) 19,101 (45.9%)
Females 11,224 (52.7%) 28,737 (52.2%) 22,535 (54.1%)
Caucasians 12,635 (59.4%) 13,810 (25.1%) 3,322 (8%)
African Americans 7,815 (36.7%) 37,318 (67.8%) 37,372 (89.8%)
American Indians 61 (0.3%) 146 (0.3%) 58 (0.1%)
Asian Americans 249 (1.2%) 2,453 (4.5%) 329 (0.8%)
Native Hawaiians and Other Paciﬁc Islanders 5 (0.02%) 18 (0.03%) 16 (0.04%)
Other race/ethnicity 151 (.7%) 323 (.6%) 93 (.2%)
Two or more races 369 (1.7%) 991 (1.8%) 446 (1.1%)
Land area 2.9 square miles 4.3 square miles 2.2 square miles
Population density 6,979 people per square mile 11,860 people per square mile 17,610 people per square mile
Median resident age 37.9 years 31.8 years 33.5 years
Median household income (1999) $43,723 $30,304 $20,637
Residents with income below the poverty
level in 1999 (State of Maryland: 8.5%)
7.6% 23.4% 35%
Residents with income below 50% of the
poverty level in 1999 (State of Maryland:
4.2%)
3.5% 12.2% 17.9%
Percentage that lived in the same house 5 years
ago
63% 52% 54%
Title 1 School (2007–2008)
a NO—neither participating
school
NO—neither participating
school
YES—both participating
schools
Students in private schools: Grades 1–8 960 884 369
Students in private schools Grades 9–12 268 308 200
Registered sex offenders (early 2007) 20 110 109
Prevalence of HIV/AIDS
b (Living cases) 159 1,372 1,873
http://www.city-data.com (2008)
a www.bcps.k12.md.us/School_Info/index.asp
b Maryland Department of Health and Mental Hygiene, AIDS Administration (2007). Baltimore City HIV/AIDS Epidemiological
Proﬁle. www.dhmh.state.md.us/AIDS/
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123communities with low, moderate, and high levels of
neighborhood crime. To avoid selection bias and human
subjects concerns, race/ethnicity was not used as a selec-
tion criterion. The inclusion criteria for students at the time
of recruitment were: (1) Enrolled as a full-time student in
one of the six identiﬁed Baltimore City public elementary
schools in the Fall of 2006 or 2007; (2) aged 8–12 years,
inclusively; (3) speak English and live with an English-
speaking parent/guardian. Exclusion criteria included: (1)
Presence of serious medical or neurological illness (e.g.,
epilepsy, closed head trauma) or mental retardation that
precluded completion of the interview; or (2) Does not live
with at least one parent or legal guardian.
Initial recruitment began in January 2007 and yielded
490 eligible families who consented to participate and
comprised Cohort 1; 427 (87.1%) child interviews were
conducted in the ﬁrst semester of ﬁelding the project. The
teachers and caregivers of the Cohort 1 students were also
interviewed, including 375 (88.2%) teachers and 282
(66.4%) parents/caregivers. In the following academic
semester (Fall 2007), an additional 256 families consented
and comprised Cohort 2. Cohort 2 consisted of third,
fourth, and ﬁfth grade students in the six participating
schools who were not enrolled in the MORE Project during
the previous year due to nonresponse or they were new
student transfers. There were a total of 1,119 eligible stu-
dents across both cohorts representing a 67% consent rate.
School-level means and limited data on all students in
grades 3, 4, and 5 were compared with those who con-
sented. Comparing all students in the schools at the
beginning of the academic year with those enrolled in the
project, there was no difference in the proportion of males
(p[.05). There was a slight difference in the proportion
who were African American (86% of participating students
versus 93% of eligible, p\.01), but that 7% difference
should not affect the generalizability of the results to the
population of all students in the selected schools. As such,
it is believed that the families who consented to participate
in the MORE Project are representative of those who were
eligible.
Data collection for Year 2 yielded interviews on over
600 children, 336 from Cohort 1 and 278 from Cohort 2.
The current sample (Cohorts 1 and 2 combined) is 85%
African American and 53% female. At the time of consent,
their mean age was 9.6 years old (SD = 1.08; range =
8–12 years); 2.4% of the sample was in second grade,
44.6% in the third grade, 27.1% in the fourth grade, and
25.9% in the ﬁfth grade. Table 2 provides more detail on
the demographic characteristics of the total MORE sample.
Participant Recruitment
The principals at each participating school designated a
contact person, typically a member of the school’s
administrative staff, to assist the MORE Project with
administrative requests. These designees provided the
Table 2 Characteristics of the MORE Project total student sample by strata
Entire second–ﬁfth
grade sample (n = 746)
Low violence stratum
(n = 284)
Moderate violence
stratum (n = 244)
High violence
stratum (n = 218)
Geography Urban City bordering suburbs City Inner city
Proportion of sample 100% 38.1% of entire sample 32.7% of entire sample 29.2% of entire sample
Gender
Female: 52.9% 53.9% 55.7% 48.6%
Male: 47.1% 46.1% 44.3% 51.4%
Race/ethnicity
African Amer.: 84.7% 74.2% 89.9% 92.2%
Caucasian: 3.6% 8.5% 1.3% 0.0%
Hispanic: 0.8% 2.2% 0.0% 0.0%
AmIndian/Asian: 1.2% 1.1% .8% 2.0%
Mixed/Bi-Racial: 9.7% 14.0% 8.0% 5.8%
Grade at consent
Second: 2.4% 0.4% 2.0% 5.5%
Third: 44.6% 55.2% 38.1% 38.1%
Fourth: 27.1% 21.5% 33.2% 27.5%
Fifth: 25.9% 22.9% 26.7% 28.9%
SES proxy
Free/reduced meals: 73.8% 58.2% 66.6% 90.0%
Special education services Yes: 15.9% Yes: 19.4% Yes: 10.6% Yes: 13.3%
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123project with school-wide rosters for each second, third,
fourth, and ﬁfth grade classroom to identify the target
participant pool. Once identiﬁed, rosters were used to
personalize two consent packets for every eligible student
(i.e., parental consent form, MORE Project lottery form,
letter of support/commitment from their school’s princi-
pal). One consent packet was mailed to the student’s home
address, the second was distributed in eligible classrooms
to each student following a brief explanatory presentation
by a MORE Project staff member. The mailings and
classroom distributions were further supplemented with
follow-up telephone calls to caregivers when there were
working phone numbers. For parents/caregivers without
telephones and/or for nonresponsive families, specially
trained consent gatherers attempted to make home visits to
explain the study and obtain parental consent.
Various levels of incentives were provided to encourage
students and parents/caregivers to consider participating in
the MORE Project. For example, each caregiver who
returned the signed MORE Project lottery form was
entered into a school-wide lottery for a $50 Wal-Mart gift
card whether they declined or assented to participate in the
project. Each student who returned the consent and/or
lottery form to their teacher received a small incentive
(e.g., inﬂatable globe, key chain, ball). Classroom-wide
pizza parties were awarded if 90% of the eligible students
in that class returned the consent and/or lottery form. Other
recruitment strategies included informational presentations
by the MORE Project Director and Field Coordinator at
various school functions, such as Back-to-School Night
and Parent–Teacher Organization meetings. Familiarity
and trust—the best recruitment tool—take a lot of time to
build.
Many factors inﬂuence the successful completion of
over 1,500 annual MORE Project interviews. Goodwill
with the participating schools is of the utmost importance.
For example, the school principal inﬂuences the tenor of
interactions with the school at all levels including other
administrators, teachers, and front ofﬁce staff. Without the
support of these persons, it is difﬁcult to conduct a lon-
gitudinal study of this magnitude. Transparency in pro-
cedures is important to establishing an atmosphere of trust
and partnership. Whether the teacher assessment is per-
ceived as burdensome is largely dependent on the princi-
pal’s overall attitude toward the study. An overview of the
project and its demand on teachers, staff, and students was
presented at grade-level faculty meetings at each of the six
schools. To encourage teacher support and motivation,
they were compensated with Wal-Mart gift cards or Uni-
versity checks (range = $20–$50 depending on the per-
centage of responses) for their students’ returned lottery
forms and/or parental consents, whether families con-
sented or declined.
Data Collection
Standardized training procedures for interviewers and
adherence monitoring to ensure quality delivery of the
interviews are necessary for the integrity of the project.
Interviewer considerations include training, competence,
continuity, and sensitivity to the culture within each school
and community. This includes being comfortable and
engaging with diverse children, not removing students
from core classes, and respecting school rules, scheduled
program assemblies, and state-wide testing preparation and
administration. Although seemingly simplistic, these con-
siderations are key factors in the successful completion of
quality interviews that yield positive experiences for each
child. To that end, a teacher at one of the high violence
schools observed that the MORE Project interview may be
‘‘therapeutic’’ for the children. She said the students seem
to enjoy the interviews and may not frequently, if ever,
experience an adult asking them so much about their lives
in such an engaging and individualized manner. The tea-
cher’s comment was a result of observing the rapport
between MORE Project interviewers and the children at
her school, as well as positive feedback from the children
regarding the interview process.
During the second year of ﬁelding, the interview sche-
dule at each school was revised to reﬂect a better under-
standing of the school climate, schedules, and burden to
staff and students. Initially, interviewers went to each
school one day per week until all child interviews were
complete. Interviewer presence for only one day per week
was thought to be less burdensome for the schools. During
the second year of interviewing, it became clear that it
would be less burdensome for the school and a more efﬁ-
cient use of interviewers’ time to concentrate on one school
at a time. The maximum number of interviewers manage-
able for a school were assigned to the same school every
day until student interviews at that school were complete.
To assist in the scheduling process, an online interactive
calendar accessible to the coordinator and interviewers was
created using Microsoft Ofﬁce Outlook 2003; it supports
multiple—even simultaneous—users who can check their
assignments from anywhere.
Annual student interviews were conducted at each
school during school hours. First, each school’s adminis-
trative contact was provided with a list of all students for
whom parental consent had been obtained. Based on tea-
cher convenience, attendance, and space availability (often
a signiﬁcant challenge), students were individually released
from noncore classes to be interviewed by MORE Project
staff. Interviewers brieﬂy introduced the MORE Project
and obtained child assent prior to the start of the interview.
Rarely, a student might decline to leave a certain class or
feel uncomfortable with an unfamiliar interviewer; a
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cessful and, of over one thousand child interviews, no child
declined to participate in an interview.
Students were interviewed in private areas in the school
(e.g., empty classrooms, break rooms). The child assess-
ment measures were administered using a combined paper–
pencil and computerized battery. Examples of paper–pencil
administered instruments are the Wechsler scales (i.e.,
WIAT-II and WASI) which require individual adminis-
tration following a standardized protocol. For other mea-
sures, interviewers read items from laptop screens; students
could also read along simultaneously. Students’ responses
were entered by the interviewers. The computerized
assessment battery was programmed using Sensus Multi-
media version 2.0 software (Adaptive Technologies Group,
Inc. 1994–1997). Sensus Multimedia is a Windows-based
program used to construct attractive, easy to follow inter-
views that facilitate accurate and efﬁcient data collection. It
comes with a fully integrated statistics and cross-tabulation
package so data can be veriﬁed immediately. The average
completion time for the child interview was 120 min
(range = 75 to 180 min), completed in one sitting
including a light snack and brief break. Upon completion,
each child is given a Wal-Mart gift card (Wave 1: $10;
Wave 2: $15) as a token of appreciation and a letter to take
to their caregiver notifying them that their child ﬁnished
their interview and requesting them to schedule their parent
interview.
The parents/caregivers of children whose interviews had
been completed were called to schedule a telephone
interview. For hard to reach caregivers, those without
telephones, or those who preferred in-person interviews,
parent interviews were conducted face-to-face either at the
MORE Project ofﬁces at Johns Hopkins University or at
their child’s school. The entire parent interview was
administered using a computerized battery and completed
within an average of 60 min (range = 40–180 min).
Interviewers read each item and the possible answer
choices to the caregiver; caregivers’ responses were
entered by the interviewers on the laptops. Methods for
expressing appreciation to parents for their participation
include: thank you notes, distribution of Baltimore City
Resource Guides, and Wal-Mart gift card incentives (Wave
1: $40; Wave 2: $45). The Baltimore City Resource Guides
were developed by MORE Project staff and contain
information for families on a variety of social, educational,
cultural, legal, employment, municipal, physical, and
mental health resources. Retaining parents’ commitment to
the project has been through regular communication by
newsletters, children’s birthday cards, and other reminder
post-cards distributed by mail or in-person via home visits.
Teacher and principal paper–pencil assessments were
completed at the end of each school year. Teachers were
given a folder containing an informational letter, a survey
of general questions about their qualiﬁcations and the
school/classroom environment, and individualized ques-
tionnaires for each consented child in their class (5–10 min
per student). Wal-Mart gift cards or University checks were
given as a token of appreciation ($5 per student;
range = $20–100). Principals and vice-principals com-
pleted a brief survey about their teaching qualiﬁcations and
their school’s climate. Principals were given plaques; vice-
principals and administrative staff were given certiﬁcates
of appreciation. All received $25 Wal-Mart gift certiﬁcates
as tokens of appreciation.
Measures
The MORE Project assessment instruments were selected
for their age-appropriateness, psychometric properties,
available norms, and when possible, appropriateness for
use with ethnic minority youth. The following describes the
measures that assess key constructs in the conceptual
model (i.e., primary predictor variable, protective factors,
risk factors, outcomes; see Fig. 1) as outlined in Fig. 2.
Primary Predictor Variable: Children’s Exposure to
Chronic Community Violence
Because community violence is a signiﬁcant variable in
this project, it is important to assess it using multiple
methods, informants, and measures. Community violence
is related to other forms of violence, several of which are
assessed as well (with the exception of parent–child vio-
lence, as there were substantial concerns regarding parents’
willingness to consent to participate if we were to assess
child abuse). Children’s exposure to community violence is
being assessed using both child and parent report of per-
ceived events. Perceived exposure to violence to commu-
nity violence may differ from objective accounts of events
(e.g., police reports, indicators of neighborhood and social
disorder). The Children’s Report of Exposure to Violence
(CREV; Cooley et al. 1995) is a widely used self-report
questionnaire developed to assess children’s lifetime
exposure to community violence. Community violence is
deﬁned as deliberate acts intended to cause physical harm
against persons in the community. The types of violent
situations include being chased or threatened, beaten up,
robbed or mugged, shot, stabbed, or killed. The original
CREV has good two-week test–retest reliability (r = .75),
internal consistency (overall a = .78), and construct
validity (Cooley et al. 1995).
An additional module was created in a previous project
to assess youth’s exposure to war and terrorism. Following
the terrorist attacks in the United States in September 2001
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module was designed to assess the frequency of children’s
perceived exposure to war and terrorism that may have
occurred in their communities, their country, or elsewhere
in the world (e.g., attacks on public transportation, chem-
ical or biological attacks, bombs, war). As in the other
CREV modules, frequency of exposure to world violence is
through four modes (i.e., media, hearsay, direct witness,
direct victimization). The CREV-Revised (CREV-R) is
comprised of the original 29 items plus world violence
items. Its Total score is derived by summing the responses
(scored 0–4) on the 45 scored items for the Media,
Reported/Hearsay, Witnessed, Victim, and World Violence
subscales; higher scores indicate greater exposure. The
potential range of scores is from 0 to 180. The lifetime
version of the CREV-R was used at Wave 1, but the past-
year version is being used in Waves 2 and 3 to determine
chronicity/severity of violence exposure. The CREV-R has
good reliability and validity as demonstrated in a pre-
liminary study of school-based sample of third to ﬁfth
grade urban children using a paper–pencil version. Cron-
bach’s a’s for the computerized version of the lifetime
CREV-R Total score with the World Violence module is
0.78, without it is 0.88. The past-year CREV-R Total score
a is 0.89.
The Children’s Report of Exposure to Violence—Parent
Report (CREV-P) is a modiﬁcation of the CREV-R to
obtain parent/caregiver’s report of their perception of their
child’s exposure to community violence. Scoring proce-
dures for the CREV-P are generally identical to the CREV,
although the Media violence subscale is not asked of the
parents. Separate past year and lifetime scores may be
computed. Both have good internal consistency in a pre-
liminary study (Cronbach’s as = 0.93 and 0.91, respec-
tively) and in the current study (Cronbach’s as for the
computerized version of the lifetime and past-year Total
scores are 0.81 and 0.79, respectively).
Eight items of the short version of the My Exposure to
Violence (MyETV; Selner-O’Hagan et al. 1998) structured
interview are included in the MORE Project child battery.
The past-year portion assesses exposure to violent events
that were either witnessed or personally experienced (e.g.,
shot at, heard gunﬁre, serious accident, seen dead body).
The distinction between violence in the home versus in the
community is important to make in community violence
research with children (Horn and Trickett 1998), and is
permitted by the addition of the MyETV. On a sample of 9-
to 24-year-old participants from diverse racial/ethnic
groups, the MyETV was found to have high internal con-
sistency, test–retest reliability, and good construct validity
(Selner-O’Hagan et al. 1998). Reliability estimates based
on the sum of the eight individual items in the current study
were low (Cronbach’s a = 0.45).
Risk Factors
Demographic characteristics, including socioeconomic
status, are reported by parents/caregivers using the
Household Structure and Demographics questionnaire. It
was created by researchers in the Baltimore Prevention
Program at Johns Hopkins University for use in large
school-based community-epidemiological studies is asked
of parents/caregivers to provide family socio-demographic
characteristics for each of the members of the household. It
includes level of education, occupational status, ethnicity,
employment status, age, and relationship to the target child.
Additional information assessed includes self-reported total
family income, the child’s country of origin, the biological
father’s and mother’s involvement in the child’s caregiv-
ing, and the number of moves the family has made since
the target child was born.
Culture of violence is a broad risk factor that includes
indices of the community’s pervading attitude toward
violence, aggression, and hostility, both as a means to an
end and as a symptom, as well as whether it is accepted or
not. Included among the measures to assess this construct
are the child’s report of their Attitudes Toward Violence
and Relational Aggression, parent STAXI and CTS1, as
well as indices of violence from the neighborhood assess-
ment, NIfETy. Youth’s self-reported attitudes toward vio-
lence were assessed via ﬁve items derived from the Attitude
toward Interpersonal Peer Violence Scale (Slaby and Gu-
erra 1988). The scale indicates the perceived legitimization
or appropriateness of aggressive responses to threat.
Responses across the ﬁve items (e.g., ‘‘Its okay for me to
hit someone if they hit me ﬁrst’’) are averaged with higher
scores indicating greater support for aggressive behavior.
Prior research with this measure reported a’s ranging from
0.75 (Dahlberg et al. 1998) to 0.85 (Bradshaw et al. in
press). Parental trait anger is one of six scales from the
State-Trait Anger Expression Inventory-2 (STAXI-2,
Spielberger 1999) used in the MORE Project to assess
angry feelings as a personality trait. This scale is comprised
of ten items assessed on a four-point Likert scale to indi-
cate the frequency/intensity of anger over time. Evidence
supports the validity and reliability of the STAXI-2 for
adolescents and adults (Spielberger 1999). In the MORE
Project, the Cronbach’s a for the STAXI-2 Trait Anger
scale is 0.81.
Relational aggression is assessed through four items
developed by Little et al. (2003) to measure reactive rela-
tional aggression. Participants indicate the extent to which
they agreed with statements such as, ‘‘If others have hurt
me, I try to keep them from being in my group of friends,’’
and ‘‘When I am upset with others, I ignore them or stop
talking to them.’’ Prior research with this measure reported
an a of 0.63 and in the MORE Project is very low
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State-Trait Anger Expression Inventory-2 (STAXI-2,
Spielberger 1999) used in the MORE Project to assess
angry feelings as a personality trait. This scale is comprised
of 10 items assessed on a four-point Likert scale to indicate
the frequency/intensity of anger over time. Evidence sup-
ports the validity and reliability of the STAXI-2 for ado-
lescents and adults (Spielberger 1999). In the MORE
Project, the Cronbach’s a for the STAXI-2 Trait Anger
scale is 0.81.
Familial conﬂict and violence is assessed using the
Conﬂict Tactics Scale—Form R (CTS1-Form R; Straus
1979, 1987, 1988, 1990), which is a 13-item parent report
of intrafamilial violence used to resolve conﬂicts. Items are
rated on a 6-point Likert scale; higher scores indicate more
family conﬂict and higher levels of coerciveness. There are
three subscales (Reasoning, Verbal aggression, and Vio-
lence), each of which the parent respondent rates: (a) their
own behavior toward their partner (i.e., ‘‘participant’’); and
(b) their partner’s behavior toward the participant (i.e.,
‘‘partner’’). No questions regarding parent/caregiver
aggression toward their child were asked. The CTS-Form R
has high internal consistency, face and concurrent validity,
and acceptable construct validity (Straus 1979). In the
current sample, the internal consistencies for the Reason-
ing, Verbal Aggression, and Violence subscales were
a’s = 0.69, 0.76, and 0.76, respectively, and for the Par-
ticipant and Partner scales were 0.72 and 0.69,
respectively.
Characteristics of the neighborhood environment are
assessed by the Neighborhood Inventory for Environmental
Typology (NIfETy; Furr-Holden et al. 2008). The NIfETy
method uses independent evaluators who go to the resi-
dential blocks of Baltimore neighborhoods to systemati-
cally assess physical and social disorder; indicators of
violence, alcohol, and other drug exposure; and positive
neighborhood characteristics. Built upon previous methods
that assessed neighborhood context to inform child and
family health (e.g., Caughy et al. 2001; McDonnell 2007;
Raudenbush et al. 2003; Sampson and Raudenbush 1999,
2005), the NIfETy method involves an epidemiological
approach to evaluate characteristics of residential neigh-
borhoods that might indicate a change in crime, violence,
victimization, and alcohol and other drug exposure in a
manner that is quantiﬁable, replicable, and designed to be
longitudinal (Furr-Holden et al. 2008). For the MORE
Project, the city unit blocks in which the consented families
resided were given to the NIfETy project investigators who
sent trained ﬁeld assessors to make evaluations using Palm
OS Zire 31 Personal Digital Assistants (PDAs) pro-
grammed with Pendragon Form 5.0 software. For Cohort 1,
98.1% of the families’ neighborhood blocks were assessed.
The assessments were conducted in the daytime.
There are 114 quantitative and 15 qualitative items that
comprise seven domains assessed by the NIfETy that
include positive/healthy and negative indicators: (1)
Physical layout of the block face (e.g., length/width of
block, alleys present [that run through to next street],
dwelling count); (2) Types of structures (e.g., single fam-
ily/detached homes, liquor stores, churches); (3) Adult
activity (e.g., adults watching youth, adults in work uni-
forms, [male] adults sitting on steps); (4) Youth activity
(e.g., youth playing, ‘‘corner kids/boys,’’ dangerous youth
activities; 5) Physical disorder and order (e.g., abandoned/
vacant structures, new construction or renovation, police
present); (6) Social disorder and order (e.g., outdoor
community recreation outlets, homeless people, trafﬁc);
and (7) Violence and alcohol and other drug indicators
(e.g., drug paraphernalia, memorials, obvious signs of drug
selling). In an independent sample, internal consistency
reliability for the Total NIfTEy scale was good (intra-class
coefﬁcient = 0.84); a coefﬁcients ranged from 0.27 to 0.90
for the subscales; and inter-rater reliability and validity
were in the acceptable to good range (Furr-Holden et al.
2008).
Adverse Life Events in the child’s life are assessed by
both child and parent report on the MESA, respectively.
The former is assessed using the Multicultural Events
Schedule for Adolescents (MESA; Gonzales et al. 1995).
This scale was developed to assess major and minor life
events that are speciﬁc to an inner city, multi-ethnic pop-
ulation (Gonzales et al. 1995). It was normed on African
American and Caucasian youth, as well as English- and
Spanish-speaking Mexican American adolescents. The
MESA was derived from existing life events scales (e.g.,
Adolescent Perceived Events Scale, Compas et al. 1987;
Adolescent Life Events Checklist, Johnson and McCutch-
eon 1982) and is comprised of 84 items that occur over the
past 3 months. A Total life events score is based on the
total number of events endorsed, with a higher score
indicating more adverse life events and hassles. There are
eight separate subscales: Family Trouble/Change; Family
Conﬂict; Peer Hassles/Conﬂict; School Hassles; Economic
Stress; Perceived Discrimination; Language Conﬂicts; and
Perceived Violence/Personal Victimization. The MESA
has concurrent validity and adequate test–retest reliability
(two weeks: r = 0.71; Gonzales et al. 1995). In the current
study, the Cronbach’s a for the MESA total score is 0.90.
Parental reports of adverse events that occurred in their
child’s life are assessed using a modiﬁed version of the
Multicultural Events Schedule for Adolescents (MESA;
Gonzales et al. 1995) created for the MORE Project using
ﬁve of the eight subscales. This Parent-MESA is com-
prised of 34 items that occurred over the past year and
include the following subscales: Family Trouble/Change,
Family Conﬂict, Economic Stress, and Violence/Personal
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score Cronbach’s a is 0.86.
Protective Factors
Children’s Prosocial Coping is assessed by the child’s self-
report on the ACOPE and SSRS, as well as teacher reports
on the SSRS and TOCA. The Adolescent Coping for
Problem Experiences (A-COPE; Patterson and McCubbin
1987) is a youth self-report measure that identiﬁes major
coping strategies and behaviors in dealing with general life
stress (Schwarzer and Schwarzer 1996). The 54 items rated
on a 5-point frequency scale comprise 12 subscales,
although only seven of them are used in the MORE Project
(i.e., Ventilating Feelings, Seeking Diversions, Solving
Family Problems, Avoiding Problems, Seeking Spiritual
Support, Investing in Close Friends, and Seeking Profes-
sional Support). The A-COPE has been validated within a
longitudinal study investigating health-risk behaviors and
is appropriate for research on youth stress and health-risk
behaviors (Schwarzer and Schwarzer 1996). In the current
study, the internal consistency reliability for the A-COPE
Total score is a = 0.72.
The Social Skills Rating System (SSRS; Gresham and
Elliott 1990) assesses third through twelfth grade students’
social behaviors that may affect student-teacher relation-
ships, peer acceptance, and academic performance (Gre-
sham and Elliott 1990). There are ﬁve subscales, two of
which are used in the MORE Project: Cooperation and
Self-Control. The Cooperation scale includes behaviors
such as helping others, sharing materials, and complying
with rules and directions (Gresham and Elliott 1990). The
Self-Control scale includes behaviors exhibited in conﬂict
(e.g., teasing) and nonconﬂict (e.g., compromising) situa-
tions. Items are rated on a three-point Likert frequency
scale. National norms are based on a very large, diverse
(e.g., multi-racial, male, female) sample of youth, yielding
a median Social Skills Total score coefﬁcient a of 0.90
across all informants (i.e., parent, child, and teacher).
Published internal consistency a coefﬁcients for the
Cooperation and Self-Control subscales ranged from 0.78
to 0.84, with acceptable test–retest reliabilities for the
Cooperation and Self-Control subscales (Gresham and El-
liott 1990). In the MORE Project, internal consistencies for
the youth’s Social Skills Rating Scale Cooperation and
Self-Control subscales are a = 0.74 and 0.58, respectively,
and the combined SSRS Cooperation and Self-Control a is
0.78.
The Teacher Form of the SSRS (Gresham and Elliott
1990) individually assesses student’s social skills and
academic competence using this screening instrument that
classiﬁes social behavior in educational and family envi-
ronments. The Teacher Form of the SSRS is comprised of
subscales that assess social skills, problem behaviors and
academic competence. The 57 items are rated using 3-point
frequency and importance scales. The raw scores from the
Social Skills Scale and the Problem Behaviors Scale are
converted into age- and gender-normed standard scores
(M=100; SD = 15; Benes 1995) based on a large stan-
dardization sample that included regular and special edu-
cation students, as well as a signiﬁcant proportion of ethnic
minority youth (Benes 1995). The teacher report is psy-
chometrically sound and has good internal consistency,
test–retest reliability, and validity (Gresham and Elliott
1990). The Cooperation, Assertion, Self-Control, Internal-
izing, Externalizing, and Hyperactivity subscales are used
in the current study; the Cronbach’s as for those scales
range from 0.80 to 0.93 and the Cronbach’s a for the
Academic Competence scale as 0.96.
The Teacher Observation of Classroom Adaptation—
Revised (TOCA-R; Werthamer-Larsson et al. 1991)i sa
brief measure of each child’s adequacy of performance on
the core tasks in the classroom as deﬁned and assessed by
the teacher. The teacher reports on the adequacy of each
child’s performance on a six-point scale on six basic tasks:
Accepting authority (aggressive behavior); social partici-
pation (shy or withdrawn behavior); self-regulation
(impulsivity); motor control (hyperactivity); concentration
(inattention); and peer likeability (rejection). In addition,
the teacher reports on youth’s academic performance,
behavior, education, substance use, and mental health ser-
vices s/he perceives each child needs or is receiving. The
TOCA-R subscales included in the MORE Project include:
Concentration, Aggression, Shy Behavior, Likeability,
Hyperactivity, Impulsivity, Proactive Aggression, Opposi-
tional Deﬁant, and Conduct Problems. Excluding the Shy
Behavior scale, whose a was 0.51, the subscale Cronbach’s
as in the MORE Project range from 0.78 to 0.91.
Cognition and Cognitive Ability are hypothesized as
protective factors, including the WASI and Social Infor-
mation Processing. General cognitive ability is assessed in
the MORE Project using two of four subtests of the
Wechsler Abbreviated Scale of Intelligence (WASI; Psy-
chological Corporation 1999). The WASI was designed to
provide a quick and accurate estimate of an individual’s
intellectual functioning for screening purposes (Psycho-
logical Corporation 1999). The Vocabulary subtest asses-
ses expressive vocabulary, expressive knowledge, verbal
knowledge, and fund of information; Matrix Reasoning
involves gridded patterns to assess nonverbal reasoning
ability (Psychological Corporation 1999). The published
WASI test–retest reliability coefﬁcients for the children’s
sample ranged from 0.86 to 0.93 for the Vocabulary sub-
test, 0.86 to 0.96 for Matrix Reasoning, and for the two-
subtests combined were from 0.85 to 0.88 (Psychological
Corporation 1999).
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version of Dodge and Frame’s (1982) series of vignettes
describing a hypothetical situation between the participant
and a peer (Bradshaw et al. in press). The interviewer reads
aloud each scenario and participants state their interpreta-
tion of the provocateurs’ intent (hostile attribution bias)
and their own likely response (aggressive response gener-
ation). Using a seven-point coding scheme, independent
coders rate intent and response such that higher scores
indicate more aggressive hostile attribution biases and
aggressive response generation, respectively. Prior research
with this measure yielded as of 0.62 (intent) and 0.63
(response). The correlations among the intent ratings
assigned by the three coders for the MORE project ranged
from r = .94, p\.001 to r = .96, p\.001, with an ICC
of .95, indicating a high level of agreement. Similarly, the
correlations among the response ratings ranged from
r = .91, p\.001 to r = .93, p\.001, with an ICC of .91.
Ratings were averaged to yield one score per item. The
intent and response scores across all four vignettes were
averaged, yielding one score for hostile attribution bias
(a = .78) and one for response generation (a = .78),
respectively. Having lower scores on the intent and
response items is hypothesized as more protective.
Parent Psychiatric Health is assessed using the Symp-
tom Checklist-90-Revised (SCL-90-R; Derogatis 1977), a
widely used self-report measure designed to assess a broad
range of adult psychiatric symptom patterns. There are nine
symptom scales and three global scales (i.e., Global
Severity Index, Positive Symptom Distress Index; Positive
Symptom Total). The nine symptom scales are: Somati-
zation, Obsessive–Compulsive, Interpersonal Sensitivity,
Depression, Anxiety, Hostility, Phobic Anxiety, Paranoid
Ideation, and Psychoticism. The SCL-90-R has excellent
reported reliability and validity (Derogatis and Savitz
2000). In the MORE Project sample, the SCL-90-R total
score Cronbach’s a is 0.98. Lower scores on the SCL-90-R
are hypothesized as protective.
Healthy Family Environment is being assessed by parent
reports on the FES and the PPS. The Family Environment
Scale (FES; Moos and Moos 1986), which assesses social
and environmental characteristics of the family. There are
10 nine-item subscales including: Cohesion, Expressive-
ness, Conﬂict, Independence, Achievement Orientation,
Intellectual–cultural orientation, Active-recreational ori-
entation, Moral-religious emphasis, Organization, and
Control. The FES is used to measure the parent/caregiver’s
perceptions of the family environment, deemed an impor-
tant potential protective factor. In the current study, the
Cronbach’s a for the Total FES score is 0.77. The Par-
enting Practices Scale (PPS) assesses parental involve-
ment, monitoring, and discipline using a ﬁve-point Likert
scale. Parents/caregivers are asked how frequently over the
past month they engaged in positive, developmentally
appropriate interactions and communications with their
child (i.e., 10-item Parental Involvement subscale), and
applied discipline/punishment and its effectiveness (i.e.,
eight-item Discipline subscale). In the MORE Project, the
Cronbach’s as are 0.79 and 0.63, respectively.
Healthy School Environment is assessed via school
administrator, teacher, and child assessments. A back-
ground questionnaire is completed by each principal, vice-
principal, and teacher with MORE Project students to
provide information on their educational career and
teaching certiﬁcation (e.g., highest degree, year graduated,
type of certiﬁcation). School Climate is measured by a
questionnaire that uses a four-point Likert scale to assess
the atmosphere of the overall school environment including
safety and availability of resources and support from the
principal, vice-principal, and teacher’s perspective. In the
current sample, the Cronbach’s a’s for the School Climate
items for the principals and teachers are 0.92 and 0.94,
respectively. Teachers also completed the Classroom Cli-
mate scale that indicates the general skill level and
behavior of all students in their class (in aggregate) on a
ﬁve-point Likert scale; Cronbach’s a = 0.78. Children’s
attitudes toward school are assessed via four items
administered to the students from the Sense of School
Membership Scale (Goodenow 1993). Youth indicate on a
four-point Likert scale the extent to which they agree with
statements such as, ‘‘I feel like I belong at this school’’ and
‘‘The teachers here respect me.’’ Prior research on this
measure reported a’s ranging from 0.77 to 0.88 (Dahlberg
et al. 1998; Goodenow 1993); the current a reliability
coefﬁcient is only 0.57.
Healthy Neighborhood Environment is the last level of
hypothesized protective factor, which includes parent
reports, child self-reports, and assessments of positive
neighborhood indicators. Positive aspects of the neighbor-
hood environment are assessed using the Collective Efﬁ-
cacy Scale (Sampson et al. 1997) as indicated by the
parent/guardian. Collective efﬁcacy is deﬁned as ‘‘social
cohesion among neighbors combined with their willingness
to intervene on behalf of the common good’’ (Sampson
et al. 1997). An extremely large survey of Chicago
neighborhood residents showed that collective efﬁcacy has
a strong negative association with violence and high
between-neighborhood reliability (Sampson et al.). The
ﬁve-item Informal Social Control subscale a reliability
coefﬁcient in the MORE Project is 0.79. Students’ per-
ceptions of safety are assessed through the following three
items: ‘‘I feel safe at my school,’’ ‘‘I feel safe in my
house,’’ and ‘‘I feel safe in my neighborhood.’’ Students
indicate the extent to which they agree with each statement
on a four-point Likert scale. Prior research on this measure
reported an a of 0.63 (Dahlberg et al. 1998) and in this
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healthy neighborhoods as assessed by the NIfETy Method
(Furr-Holden et al. 2008) are also hypothesized to protect
children from adversities associated with exposure to
community violence.
Outcomes
The adverse outcomes that are hypothesized in the con-
ceptual model to be associated with youth’s exposure to
chronic community violence include internalizing symp-
toms, externalizing behaviors, academic difﬁculties, and
substance use.
Internalizing symptoms and externalizing behaviors are
assessed using the internalizing and externalizing/hyper-
activity scales, respectively, from the Teacher Form of the
SSRS (Gresham and Elliott 1990) and particular scales on
the TOCA-R (Werthamer-Larsson et al. 1991). Addition-
ally, the Youth Self-Report (YSR; Achenbach 1991), a
widely used self-rating of competencies and problems over
the past 6 months that parallel those of the Child Behavior
Checklist (CBCL; Achenbach 1991) indicates internalizing
and externalizing syndromes. The YSR was normed on a
large sample of youth of various ethnicities and socio-
economic levels. The test–retest reliabilities ranged from
0.47 to 0.79 and internal consistencies ranged from 0.71 to
0.95 (Achenbach). Although the published recommended
minimum age for the YSR is 11 years, communication
with a researcher at the YSR publication company (D.
Jacobowitz, personal communication, June 24, 2003),
Achenbach System of Empirically Based Assessment,
clariﬁed that the YSR may be used with younger children,
but requires a ﬁfth grade reading level. Standard practice,
according to Mr. Jacobowitz, is to read the items aloud to
elementary school students below the ﬁfth grade. As such,
MORE Project interviewers read the YSR aloud to all
student participants. YSR standard scores (T-scores;
Mean = 50; SD = 10) are used in the current project. The
subscales used in the MORE Project include: Withdrawn,
Somatic Complaints, Anxious/Depressed, Social Problems,
Thought Problems, and Attention Problems. The Cron-
bach’s a for the YSR Total score is 0.92.
Parent reports of their child’s internalizing symptoms
and externalizing behaviors are assessed using a stan-
dardized questionnaire that parallels the Youth Self-Report
form. The Child Behavior Checklist-4-18 (CBCL-4-18;
Achenbach 1991) is a very widely used instrument (Crijnen
et al. 1997) that yields parents’ reports of children’s
competencies and problems in a standardized format. This
parent-rated behavior problem checklist yields data on
internalizing and externalizing behavior problems as well
as social competence (i.e., activities, social, school func-
tioning). The CBCL-4-18 is appropriate for parents of
children aged 4–18 years. The behavior problem checklist
items are grouped into behavioral syndromes that corre-
spond to the Diagnostic and Statistical Manual, 4th Edition
(DSM-IV; American Psychiatric Association 1994) diag-
nostic categories. The CBCL-4-18 was normed on nation-
ally representative samples, with good to excellent internal
consistency and inter-parental agreement (Doll 1998). In
the MORE Project, the same subscales in the YSR are used
in addition to Delinquent and Aggressive Behavior sub-
scales. For the current study, the Cronbach’s a for the
CBCL-4-18 Total score is 0.94.
Two more measures that assess the youth’s self-reported
externalizing behaviors include the DVPS and bullying.
Youth’s perpetration of violence is assessed using Du-
Rant’s Youth Violence Perpetration Scale (DVPS). It is a
brief self-report measure of different types of lifetime
violent and aggressive acts across a range of severity (e.g.,
‘‘Have you ever been in a gang ﬁght?’’ ‘‘Have you ever
carried a weapon?’’ ‘‘Have you ever hurt someone so badly
they had to be treated by a doctor or nurse?’’). Published
psychometric properties are not available. Reliability esti-
mates were calculated on the eight summed items and were
low (Cronbach’s a = 0.41). Bullying, consistent with
Olweus’ (1993) deﬁnition and that of other large scale
studies (e.g., World Health Organization’s international
study of bullying; Nansel et al. 2001; Spriggs et al. 2007),
is deﬁned in the MORE student battery as occurring ‘‘when
a person or group of people repeatedly say or do mean or
hurtful things to someone on purpose.’’ It includes inten-
tional behaviors like teasing, hitting, threatening, name-
calling, ignoring, and leaving someone out (Bradshaw et al.
2007). Based on the work of Solberg and Olweus (2003), a
threshold of two or more incidents of bullying in the past
month is used to determine ‘‘frequent’’ involvement in
bullying. No reliability coefﬁcients were calculated
because only one item was asked for victimization (‘‘How
often have you been bullied during the last month?’’) and
one for perpetration (‘‘How often have you bullied some-
one else during the last month?’’).
Academic difﬁculties are another hypothesized adverse
outcome of chronic community violence exposure. Aca-
demic achievement in the MORE Project is assessed using
the Wechsler Individual Achievement Test-Second Edition-
Abbreviated (WIAT-II-A; Psychological Corporation
2001) consists of several subtests, two of which are used in
this project: Word Reading and Numerical Operations).
The WIAT-II-A efﬁciently assesses basic academic skills
and intervention needs in young children through adults.
The screener permits the calculation of age- and grade-
based standard scores and was standardized using a large
representative sample. The WIAT-II-A is widely used, and
has demonstrated reliability and validity, with little evi-
dence of practice effects (Psychological Corporation 2001).
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with the Teacher Form of the SSRS, as well as subscales
from the TOCA-R. Additionally, academic achievement
indicators will be obtained from the Baltimore City Public
School System (e.g., attendance, special education status,
limited English proﬁciency, Maryland School Assessment
(MSA) and Stanford math and reading scores).
Substance exposure and use, the ﬁnal hypothesized
outcome, is assessed using the Baltimore Substance Use
Scale (BSUS; Chilcoat et al. 1995; Chilcoat and Anthony
1996; Kellam and Anthony 1998). The BSUS was devel-
oped for use in longitudinal prospective community-epi-
demiological studies of students in third through eighth
grades. It is an adaptation of Elliott and Huizinga’s mea-
sure of substance use, which they developed for use in the
National Survey of Delinquency and Drug Use (Elliot et al.
1985). Youth report on their knowledge, current and/or
anticipated use of tobacco, alcohol, marijuana, crack
cocaine, heroin, inhalants, and stimulants. Reliability
coefﬁcients were not calculated for the MORE Project
because individual items are used to reﬂect intention and
drug use patterns.
Data Analyses
The conceptual model in Fig. 1 drives the analyses that
will be conducted using the MORE data. The primary
analyses will thus involve estimating the prevalence of
exposure to community violence, investigating risk and
protective factors for such exposure, and examining out-
comes of that exposure. Questions of primary interest will
include whether rates of violence exposure differ across
violence strata, gender, or race, and whether students with
different levels of risk or protective factors, such as
family support, have different levels of exposure to vio-
lence. Analyses will need to take into account the clus-
tering of students within schools and violence strata,
using methods for clustered data such as generalized
estimating equations (GEE; Liang and Zeger 1986)o r
multilevel models (Raudenbush and Bryk 2002). Multi-
level models will allow the formal investigation of rela-
tionships between variables at both the individual student
level and at the level of the school and neighborhood,
investigating, for example, how protective factors at both
the community level and at the individual level reduce
violence exposure. It will also be important to control for
other baseline characteristics of the children and their
neighborhoods, such as ethnicity, since the neighborhoods
differ not just in their violence levels but also in other
characteristics. The use of GEE and multilevel models
will allow us to include these characteristics as additional
predictors of outcomes.
One of the strengths of the MORE Project is the avail-
ability of data on many measures from multiple informants,
as illustrated in Fig. 2. For example, both the students and
their parents provide information on the children’s inter-
nalizing and externalizing problems (through the YSR and
CBCL instruments, respectively), and both the students and
their parents also provide information on community vio-
lence exposure (through the CREV-R and CREV-P,
respectively). This permits systematic investigation of the
concordance between child and parent reports, providing
additional insight into what those individuals are experi-
encing and giving researchers in the ﬁeld of community
violence guidance for future data collection. Investigation
of the performance of the measures used in the MORE
Project also provide valuable information on the use of
those measures in a low-income urban environment and
whether the standard scales are applicable. When the
existing scales do not seem sufﬁcient, the variables will be
ﬁrst grouped based on theory followed by conﬁrmatory
factor analysis (Anderson and Gerbing 1988) to identify
scale compositions that potentially best ﬁt the MORE
Project data. The results could have important implications
for future use of these scales.
Another strength of the MORE Project is the availability
of longitudinal data for students, with up to 3 years of data
available for each child. This is uncommon among com-
munity violence studies, particularly those with multiple
strata of neighborhood violence. The longitudinal data will
allow the calculation of simple correlations over time, to
investigate the stability of violence exposure as well as of
the risk and protective factors. It will also allow researchers
to examine how violence exposure at one time point is
associated with outcomes measured later, such as how
exposure to violence in 1 year is related to behavior
problems the following year. The primary statistical tool to
be used in these longitudinal analyses will again be GEE
and multilevel models, which can account for both the
clustering of observations within children as well as control
for year 1 characteristics and demographics (e.g., race,
gender) by including them as predictors in the models.
More complex GEE models with interaction terms will
allow tests of hypotheses such as whether odds of exposure
to community violence vary across waves, whether the
magnitude of associations vary over time, and whether
baseline characteristics such as race/ethnicity or gender
moderate the effects of violence exposure. In some cases,
the longitudinal data may be used to assess mediators, such
as whether parental distress mediates the relationship
between exposure to violence and children’s behavior, but
these analyses will need to be done with care and heavily
informed by the conceptual model, as temporality may be
hard to determine precisely.
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The MORE Project is a comprehensive, community-based,
longitudinal, prospective, and theoretically driven study of
children’s exposure to community violence. Data analyses
have been underway and data collection for additional
waves is ongoing. Beyond issues raised previously, there
are additional challenges and limitations to the study, some
of which are discussed below.
Limitations
Regarding recruitment, a number of factors impacted the
failure to attain the initial target in Wave 1 (e.g., fewer
students were available in the participant pool than antic-
ipated based on published school enrollments; year-long
delay in obtaining IRB approval for the project thus the
grant award was delayed one year; recruitment began in the
second semester of school instead of at the beginning of the
ﬁrst semester when we would be perceived as an integrated
part of the school environment; no prior relationship
existed between the researchers and the participating
schools which necessitated ‘‘marketing’’ campaign in an
historically conservative climate). Recruitment challenges
were further compounded by those that face other studies
of urban, primarily ethnic minority families. The caregivers
are often challenging to recruit in research, even though all
parents in school samples who fail to return consent forms
do not necessarily intend to deny their child’s participation
in the research activities (Hollman and McNamara 1999).
The literature indicates as low as a 40% parental consent
rate without using active methods to increase participation
(Brooks and Kendall 1982). Although only slightly more
than half of the eligible families agreed to participate in the
MORE Project, active recruitment strategies were used,
enlisting the aid of the principals, teachers, administrators,
consultants, and parent helpers, among others.
Following-up families after the ﬁrst year in which they
consented also poses challenges. If the student has changed
schools, it is particularly challenging to track and trace the
family. The changes in privacy legislation have further
complicated previously successful strategies to track and
trace parents/caregivers rendering many of those practices
no longer effective. These include using social security and
driver’s license numbers to locate families once they have
moved. The advent of cellular phone use which, in many
cases among inner-city families, replaces home telephones
and are not traceable—particularly those that do not require
registration for use. Regarding transfer students, there is
generally poor follow-up between the original school and
the student’s new school for numerous reasons, including
parents/caregivers not notifying the old school that they are
removing their child and the new system not obtaining
school records in a timely fashion. Some students are ‘‘lost
in the cracks.’’ Another complication in locating families
for follow-up assessments is inaccurate home addresses. At
the beginning of the school year, contact information is
obtained from parents and sent to the schools, although
never at 100% and often with inaccuracies. Despite the
dramatic overall differential characteristics between the
neighborhoods of each strata as illustrated in Table 1, there
may be overlap in the amount and frequency of children’s
exposure to community violence across the strata. The
geographic boundaries of neighborhoods may not eliminate
children’s exposure to community violence, particularly
when the deﬁnition and assessment of exposure includes
media (television, ﬁlm, and videogame) and hearing about
(reported) violent events. Four of the six MORE Project
schools are in zip codes that are contiguous. In past gen-
erations, children were less mobile and were more inclined
to stay within their neighborhoods. Mass transit, reduced
parental monitoring, spending time with friends/relatives
outside of their primary residence and other factors may
contribute to heterogeneous strata and greater exposure to
community violence than one would expect for the low and
moderate violence strata. This contributes to the impor-
tance of having multiple—and psychometrically sound—
methods of assessing youth’s exposure to community
violence to comprehensively understand its complexities.
However, some of the measures assess overlapping con-
structs, making it challenging to test the conceptual model.
Data reduction strategies, such as the creation of composite
factors, will be essential to manage such a large number of
constructs.
Community Violence and Youth: Treatment
and Prevention
The need for psychosocial treatment and prevention is
particularly critical in inner-cities where mental health
resources are sparse (Cooley and Lambert 2006). The
effects of traumatic events on youth are lessened when the
youth has a chance to process those events (Pynoos and
Nader 1990), and intervening early in life is most beneﬁcial
(Earls 1991; McAlister-Groves et al. 1993). For example,
there has been some discussion of whether anxiety serves
an inhibitory or protective function by keeping youth who
live in violent communities from being further exposed to
violence (e.g., fear may motivate them to remain indoors).
Another example involves children being at lower risk for
aggression if they had some degree of anxiety (Boyd et al.
2003). Although avoidance is sometimes the most appro-
priate strategy, youth need an array of strategies for han-
dling stressful and anxiety-provoking situations. Those
with anxiety, affective, and behavioral problems typically
have a limited repertoire.
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treatment intervention studies for community violence
related distress. Caregivers are important potential media-
tors in preventing the adverse emotional effects of com-
munity violence exposure (e.g., their physical availability,
provision of emotional support in working through trau-
matic events, serving as models of prosocial behavior and
coping (Wallen and Rubin 1997). However, that presup-
poses that the caregivers are themselves prosocial role
models. The MORE Project will investigate whether cer-
tain parental/caregiver characteristics (e.g., hostility, anger,
psychiatric illness) challenge their ability to serve as pro-
social role models. Although parents in the MORE Project
report on their children’s community violence exposure, no
direct assessment of parents’ own community violence
exposure is included, which may mediate their ability to
optimally help their children navigate hostile contexts.
Increasing children’s competence, self-efﬁcacy, and prob-
lem solving skills and the inclusion of parents in treatment
have been identiﬁed as potential strategies to treat youth
who have been exposed to violence (Davies and Flannery
1998; Duncan 1996; Garbarino et al. 1991). Promoting
parental understanding of child development (Beardslee
2003) may also offset the constraints adult caregivers
impose when rearing children in settings with frequent
violence (Podorefsky et al. 2001). Active approaches are
crucial because many inner-city youth cannot escape direct
and indirect exposure to the violence in their communities
(e.g., Garbarino et al. 1991; Osofsky et al. 1993).
Poor urban children are among those most vulnerable to
the development of emotional and behavioral problems
(McKay et al. 1998; Tolan and Henry 1996; Tuma 1989),
but the least likely to receive adequate services (Day and
Roberts 1991; McKay et al. 1998) and most likely to ter-
minate treatment prematurely (McKay et al. 1996). School-
based preventive interventions for children exposed to
community violence, particularly those that are held reg-
ularly after-school and offer intensive, affordable, yet
developmentally appropriate and fun, evidence-based
treatments have particular promise because they are not
stigmatized as pull-out programs, keep children safe and
well monitored in the hours following school and before
caregivers are home from work, and offer the intensity
needed to adequately apply the intervention. These are
under-developed in the literature.
A series of interventions have been created with the
intent of altering social-cognitive styles, and thus may
beneﬁt children exposed to community violence. One such
program called Brain Power (Hudley et al. 1998) was
designed to alter the hostile attributional bias through
behavioral rehearsal. The intervention targeted third to
sixth grade children and had a positive impact on their
interpretation of peers’ intents in ambiguous situations.
Although the attributional biases were amenable to change
through the intervention, the positive impacts on aggressive
behavior were relatively short lived. A more intensive
small group intervention called Coping Power has been
shown to alter social information processing patterns and
aggressive behavior in 8- to 13-year-old children (Loch-
man and Wells 2004). Similar effects were observed in the
classroom-based preventive intervention called Making
Choices which addresses elementary school children’s
social cognitive and emotion regulation skills (Fraser et al.
2005). Furthermore, the Metropolitan Area Child Study
(MACS) examined the impact of a social-cognitive eco-
logical intervention for aggressive youth in urban and
inner-city communities (Eron et al. 2002). This work
highlighted the importance of addressing youth, peer, and
parent attitudes toward violence to promote sustainable
changes in children’s beliefs about the appropriateness and
effectiveness of aggression.
Prevention and intervention programs typically have
minimal impact in producing sustained deterrents to youth
violence (Tolan and Guerra 1994) and its concomitants,
although there may be more promise for the victims of
community violence. It is critical, however, to fully
appreciate the multiple inﬂuences that compromise urban
children’s lives (e.g., un-/under-employment, quality of
education and housing, family dysfunction (Reese et al.
2001). For example, it is problematic to teach urban youth
conﬂict management skills without addressing the effects
of witnessing violence (Jenkins and Bell 1994). Human
ecology theory emphasizes the importance of understand-
ing children in context, a critical component in designing
effective treatment and preventive interventions (e.g.,
Bronfenbrenner 1979; Lerner 1995; Lewis et al. 1998).
Responding to cultural differences when intervening with
youth is essential to improve service delivery (Kazdin
1993). Each community has unique cultural characteristics,
strengths and needs; ‘‘customizing’’ interventions when
working with speciﬁc populations is important (Reese
et al. 2001). Well-designed studies of multiple adverse
outcomes associated with youth’s community violence
exposure and associated protective factors are warranted to
help design effective school-based preventive and treat-
ment interventions.
Future Research
Future research should extend community-epidemiological
longitudinal studies of urban children from elementary
school into and through middle school and beyond. In
middle school, childhood problem behaviors that are
sequela to violence exposure may become more pro-
nounced, such as academic achievement problems
becoming more evident as the achievement gap widens and
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warrant further study are neurocognitive and neurobehav-
ioral functioning associated with youth’s exposure to
community violence as well as physical health concomi-
tants. Conversely, there are numerous examples of resil-
iency despite the environmental challenges urban youth
experience. Compared to the volume of studies that focus
on risk factors, more research is needed on youth’s expo-
sure to community violence that focus on protective factors
and resilience. Lastly, it would be beneﬁcial to compare the
MORE Project data from urban Baltimore to those from
other national and international geographical areas (urban,
suburban, and rural) and racial/ethnic populations.
Although neighborhood crime may be similar among some
metropolitan areas, the role of culture as well as immi-
gration challenges may result in differences in the impact
of children’s exposure to community violence.
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